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S 000| Initial Comments S 000

This Statement of Deficiencies was generated as
a result of complaint investigation conducted in
your facility on 8/18/10, in accordance with
Nevada Administrative Code, Chapter 449,
Hospitals.

The facility was surveyed following the 2006
edition of the American Institute of Architects
(AlA) Guidelines for the Design and Construction
of Health Care Facilities and the 2006 edition of
the National Fire Protection Association (NFPA)
101, Life Safety Code.

Complaint #NV00026213 was substantiated with
deficiencies cited. (Refer to Tag S 0153)

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

The following regulatory deficiencies were
identified:

S 153 NAC 449.332 Discharge Planning S 153 9/7/10
SS=A
11. The patient, members of the family of the
patient and any other person involved in caring
for the patient must be provided with such
information as is necessary to prepare them for
the post-hospital care of the patient.

This Regulation is not met as evidenced by:
Based on interview, record review and document
review, the facility failed to follow their Unplanned
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Transfer of patient to Acute Hospital for Patient
#1.

Findings include:
1. There was no documented evidence the family
was notified of the patient's transfer to an acute

hospital in the patient's medical file.

Severity: 1 Scope: 1
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